
 

 
• History of previous losses; 
• Family problems; 
• Financial concerns; 
• Communication issues; 
• Drug and alcohol abuse; 
• Health concerns; 
• Legal and financial concern; 
• Mental health issues; 
• Presence or absence of a support system; and 
• Feelings of despair, anger, guilt or abandonment. 
 
These issues may not be readily apparent during the initial bereavement risk assessment, 
but should be incorporated into the hospice plan of care if they become evident, and must 
be considered in the bereavement plan of care. 
 
L532 
(Rev. 210; Issued:02-03-23; Effective:02-03-23; Implementation:02-03-23) 
 
§418.54(c)(8)  The need for referrals and further evaluation by appropriate health 
professionals. 
 
 
L533 
(Rev. 210; Issued:02-03-23; Effective:02-03-23; Implementation:02-03-23) 
 
§418.54(d) Standard:  Update of the comprehensive assessment   
 
The update of the comprehensive assessment must be accomplished by the hospice 
interdisciplinary group (in collaboration with the individual’s attending physician, 
if any) and must consider changes that have taken place since the initial assessment.  
It must include information on the patient's progress toward desired outcomes, as 
well as a reassessment of the patient’s response to care.  The assessment update 
must be accomplished as frequently as the condition of the patient requires, but no 
less frequently than every 15 days. 
 
Interpretive Guidelines §418.54(d) 
 
Hospices are free to choose their own method for documenting updates to the assessment.  
The hospice should evaluate and document the patient’s response to the care, treatment 
and services provided, and progress toward desired outcomes.  The purpose of updating 
the assessment is to ensure that the hospice IDG has the most recent accurate information 
about the patient/family in order to make accurate care planning decisions.  Assessment 
updates should be easily identified in the clinical record.  
 


